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TAcCTICAL COMBAT CASUALTY CARE
(TCCC/TC3)

FORWARD

Tactical Combat Casualty Care (TOOC) has saved hundreds of lives during our nation's conflictsin Iraq and
Afghanistan. Nearly 90%of combat fatalities occur before the casualty reaches a Medical treatment facility, it
isclear that the prehospital phase of care isthe focus of effortsto reduce deathsin combat. Very few military
physicians, however, have had trainingin thisarea. Asaresult, at the onset of hostilities, most combat
Medics, corpsmen, and para-rescue personnel (PX) in the USMilitary were trained to perform battlefield
trauma care through the use of civilian-based trauma coursesthat were not designed for the prehospital
combat environment and did not reflect contemporary knowledge in this area.

This challenge was met by the Committee on TOOC (CoTOGOC) voting members and its many liaison members
that collectively comprise the TOOCWorking Group. This remarkably eclectic group includes trauma surgeons,
emergency medicine physicians, internists, family medicine physicians, operational physicians and physician
assistants, combat medical educators, trauma researchers, pathologists, combat medical doctrine developers,
medical equipment specialists, and combat medics, corpsmen, and PXs. All of the USArmed Services are well-
represented in the group's membership and 100% of the CoTGOCvoting members have been to war. The
GoTOCand the TGOCWorking Group represents different services, disciplines, and military experiences, all
brought to bear on a single goal - reducing preventable deaths on the battlefield.

No such group existed when the Twin Towersfell. The US Special Operations Command initially funded the
group as a research effort, then ownership of the group was successively assumed by the Naval Operational
Medicine Institute, the Defense Health Board, and now the Joint Trau-ma System.

This group hastaken the TOOC Guidelines asthey existed in 2001 and continually updated them throughout
the 15 years of war, based on input from the Joint Trauma System Performance Improvement trauma
teleconferences, published case reports and case series from the war zones, breakthroughsin military Medical
research, and new publicationsfrom the civilian medical literature that bear on combat trauma. It has
processed a continual steam of input from the battlefield throughout the war years and ensured that
battlefield trauma care lessons learned were not just noted, but acted upon.

Through the ongoing volunteer efforts of this dedicated group of individuals - which met quarterly throughout
most of the war - USForces have had prehospital trauma care guidelinesthat were customized for the
battlefield and updated continuously based on real-time evaluation of outcomes from ongoing combat
operations. Thisisthe first time in our nation's history that this has occurred.

The success of TOOCeffort had been well documented. It isa great tribute to all of the members of the CoTOOC
and the TOOCWorking Group, that it has been able to transcend service and Medical specialty differences,
process new information expertly, and develop evidence-based, best-practice guidelinesthat have completely
transformed battlefield trauma care..

It isto the Committee on TOOCand all of our valued colleaguesin the TOOCWorking Group that this TOOCtext
isdedicated. Our country and its casualties owe you all a profound measure of thanks.

Fank Butler, MD
CAPT (Retired), MC, USN

Chairman, GCommittee on Tactical Combat Casualty Care
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ABBREVIATED TCCC GUIDELINES
31 JAN 2017

Basic Management Plan for Care Under Fre

Return Fre and take cover

Direct or expect casualty to remain engaged as a combatant if appropriate
Direct casualty to move to cover and apply self-aid if able.

Try to keep the casualty from sustaining additional wounds.

Sop life-threatening external hemorrhage if tactically feasible:
- Direct casualty to control hemorrhage by self-aid if able.

Use a CoTOOGrecommended limb tourniquet for extremity hemorrhage
- Move the casualty to cover

Airway management is generally best deferred until the Tactical Held Care phase.

Basic Management Plan for Tactical Held Care

Establish Security Perimeter IAW Tactical SOPs. Maintain situational awareness.

Triage Casualtiesasrequired. Altered mental statusis criteria to have weapons cleared/ secured, communications gear
secured and sensitive items redistributed.

Massive Hemorrhage
Assess for unrecognized hemorrhage and control all life-threatening bleeding.

Use one or more CoTAOGrecommended limb tourniquets if necessary.

Use a CoTOCapproved hemostatic dressing for compressible hemorrhage not amenable to limb tourniquet
use.

Immediately apply a CoTGOGrecommended junctional tourniquet if the bleeding site isamenable to use of a
junctional tourniquet.

Airway Management

Unconscious casualty without airway obstruction:
-Chin lift or jaw thrust maneuver
-Nasopharyngeal airway
-Place the casualty in the recovery position

Casualty with airway obstruction or impending airway obstruction:
-Allow a conscious casualty to assume any position that best protectsthe airway, to include sitting up
-Chin lift or jaw thrust maneuver
-Nasopharyngeal airway
-Place an unconscious casualty in the recovery position

If the previous measures are unsuccessful perform a surgical cricothyroidotomy using one of the following:
-Crickey technique
-Bougie-aided open surgical technique
-Sandard open surgical technique

*Use lidocaine if the casualty is conscious
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ABBREVIATED TCCC GUIDELINES
31 JAN 2017

Basic Management Plan for Tactical Held Care continued

Respiration/ Breathing
In a casualty with progressive respiratory distress and known or suspected torso trauma, consider atension
pneumothorax:
-Decompressthe chest on the side of the injury at the primary or alternate site.
All open and/ or sucking chest wounds should be treated by:
-Applying a vented chest seal (preferred)
-Applying a non-vented chest seal
-Burp the wound if indicated for breathing difficulty
Initiate pulsoximetry monitoring.
Monitor for tension pneumothorax.
Casualtieswith moderate/ severe TBI should be given supplemental oxygen when available to maintain an
oxygen saturation >90%

drculation - Bleeding
Apply a pelvic binder for suspected pelvic fracture and/ or severe blunt force or blast injury.
Reassess prior tourniquet application:
-Bxpose the wound and determine if atourniquet is needed; if bleeding is not controlled then tighten
tourniquet if possible.
-If the first tourniquet does not control bleeding after tightening, then add a second tourniquet side-by-
side with the first.
CGonvert Limb tourniquets and junctional tourniquetsif the following three criteria are met:
-The casualty isnot in shock.
-It is possible to monitor the wound closely for bleeding.
-The tourniquet is not being used to control bleeding from an amputation.
Convert tourniquetsin lessthan 2 hoursif bleeding can be controlled with other means.
Expose and use an indelible marker to clearly mark all tourniquet sites with the time of tourniquet application,
reapplication, conversion, or removal.

Qrceulation - IV/ 10 Access
Sart an 18-gauge IV or Saline Lock if indicated.
If IV accessis not obtainable, use an intraosseous (10) needle.

drceulation - TXA

If a casualty is anticipated to need a blood transfusion, then administer 1 gram of tranexamic acid (TXA) in
100ml of NSor LRover 10min ASAP but NOT beyond 3 hours post injury.

Qrculation - Huid Resuscitation
Assess for hemorrhagic shock:
-If not in shock PO fluids are permissible if casualty is conscious and can swallow.
-If in shock resuscitate with:
Whole blood (preferred) or
Plasma, RBGCs and platelets (1:1:1) or
Pasma and RBGs (1:1) or
Plasma or if blood products not available,
Hextend or Lactated Ringers or Plasma-Lyte-A
Resuscitate with above fluids until a palpable radial pulse, improved mental status or
systolic BP of 80-90 mmHg is present. Discontinue fluids when one or more end points are achieved.
Reassess casualty frequently to check for recurrence of shock. If shock recurs, verify all hemorrhage is under
control and repeat fluid resuscitation as above.
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ABBREVIATED TCCC GUIDELINES
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Basic Management Plan for Tactical Held Care continued

Hypothermia Prevention

Minimize casualty environmental exposure and promote heat retention.

Keep personal protective gear on if feasible. Replace wet clothing if possible. Get casualty onto insulated
surface ASAP.

Use a hypothermia prevention kit with active rewarming.

If none above is available, then use dry blankets, poncho liners, or sleeping bags and keep the casualty warm
and dry.

Warm IV fluids are preferred.

Penetrating Eye Trauma - If penetrating eye injury is noted or suspected:
Perform arapid field test of visual acuity and document findings.
Qover eye with arigid eye shield (not a pressure patch).
Administer Combat Wound Medication Pack if possible and/ or administer IV/ IM antibiotics per below.

Monitoring ¢ Initiate advanced electronic monitoring of vital signsif available.

Analgesia/ Pain Management
Analgesia on the battlefield should generally be achieved by one of three options:
Mild to Moderate Pain and/or Casualty can swallow and is still able to fight:
-Administer TOOC Combat Wound Medication Pack (QVMP)
Moderate to Severe Pain and casualty ISNOT in Shock
-Oral Transmucosal Fentanyl Ctrate (OTFC) 800mcg
Moderate to Severe Pain and casualty isin hemorrhagic shock or respiratory distress
-Administer Ketamine 50mg IM or IN repeating g30min prn
OR
-Administer Ketamine 20mg Sow IV or IO repeating g20min prn

*Endpoint control of pain or development of nystagmus.
*Consider Ondansetron 4mg ODT/IV/ IO/ IM g8hours prn for nausea and vomiting.

Antibiotics
If able to take PO, then administer Moxifloxacin 400mg PO gDaily from CNPP.
If unable to take PO, administer Ertapenem 1 gram I\V/IM gDaily.

Wounds
Inspect and dress known wounds.
Check for Additional Wounds.

Burns

Facial burns should be aggressively monitored for airway status and potential inhalation injury.

Estimate total body surface area (TBSA) burned to nearest 10%

Qover burned areaswith dry, sterile dressings. For burns >20% TBSA, consider placing casualty immediately in

HPMK or other hypothermia prevention means.

Huid Resuscitation (USAISRRule of Ten):
-If burns >20% TBSA, initiate IV/ 10 fluids ASAP with Lactated Ringers, NS or Hextend. If Hextend, then no
more than 1000ml followed by LRor NSas needed.
-Initial IV/ 1O fluid rate = %TBSA X 10ml/per hour for adults 40-80 kg (+100ml/hr for every 10kg above 80kg).
-If hemorrhagic shock is present then resuscitate IAW fluid resuscitation in Grculation section.

All TACCinterventions may be performed on or through burned skin.
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Basic Management Plan for Tactical Held Care continued

Flinting - Splint Fractures and Recheck Pulses.

Communication
Communicate with the casualty if possible. Encourage, reassure, and explain care.
Communicate with tactical leadership ASAP and throughout treatment. Provide casualty status and evac
reguirements.
Communicate with the evacuation system to arrange TACEVAC
Communicate with medical personnel on evacuation assets and relay mechanism of injury, injuries sustained,
signs/ symptoms and treatments rendered.

Documentation
Document clinical assessments, treatmentsrendered, and changesin the casualty's status on a TOOC Casualty Card (DD
Form 1380) and forward thisinformation with the casualty to the next level of care.

Cardiopulmonary resuscitation (CPR)
Battlefield blast or penetrating trauma casualties with no pulse, no ventilations, and no other signs of life
should not be resuscitated.
Casualtieswith torso trauma or polytraumawith no pulse or respirations should have bilateral needle
decompression performed to confirm/deny tension pneumothorax prior to discontinuing care.

Prepare for Evacuation
Complete and secure TOOC Card (DD1380) to casualty.
Secure all loose ends of bandages and wraps.
Secure hypothermia prevention wraps/ blankets/ straps.
Secure litter straps and consider additional padding for long evacuations.
Provide instructionsto ambulatory patients as needed.
Sage Casualtiesfor evacuation.
Maintain security at evacuation site.
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Basic Management Plan for Tactical Evacuation Care (TACEVAC)

In addition to the principles of Tactical Held Care consider the following for Tactical Evacuation Care:

Transition of Care
Tactical force should establish evacuation point security and stage casualties for evacuation.
Tactical force personnel/ medic should communicate patient statusto TACEVAC personnel to include stable/
unstable, injuriesidentified, and treatments rendered.
TACEVAC personnel stage casualties on evac platform asrequired.
Secure casualties on evac platform IAW unit policies, platform configurations, and safety requirements.
TACEVAC medical personnel reassess casualties and re-evaluate all injuries and interventions.

Airway Management- Consider the following for casualty with airway obstruction or impending airway obstruction:
-Qupraglottic airway, or
-Endotracheal intubation

Breathing
Consider chest tube insertion if no improvement and/ or long transport is anticipated.
Administer oxygen when possible for the following types of casualties:
-Low oxygen saturation by pulse oximetry
-Injuries associated with impaired oxygenation
-Unconscious casualty
-Casualty with TBI (maintain oxygen saturation > 90%)
-Casualty in shock
-Casualty at altitude

Traumatic Brain Injury-Casualties with moderate/ severe TBI should be monitored for:
-Decreasesin level of consciousness

-Pupillary dilation

-SBP should be >90 mmHg

-O2 sat >90

-Hypothermia

-PG0O2 (If capnography is available, maintain between 35-40 mmHg)
-Penetrating head trauma (if present, administer antibiotics)
-Assume a spinal (neck) injury until cleared

If impending herniation is suspected take the following actions:
-Administer 250 cc of 3 or 5% hypertonic saline bolus

-9fSA (5 (KS O adkfiB@ KS- R30 degrees

-Hyperventilate the casualty

Communication
Communicate with the casualty if possible. Encourage, reassure, and explain care

Communicate with next level of care and relay mechanism of injury, injuries sustained, signs/ symptoms, and
treatmentsrendered.




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

CARE UNDER FIRE
Casualty

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Return Fire and Take Cover

Direct casualty Move casualty
to move to Casualty to cover if
cover and onscious?, tactically
apply self-aid feasible
Try to keep casualty Try to keep casualty
from sustaining from sustaining
additional wounds. additional wounds.
Casualty moved to cover
or extrication needed*
LIFE THREATENING BLEEDING:
STOP LIFE Spurting Blood or Flowing Blood
THREATENING Blood soaking rapidly through uniform
or pooling on the ground
BLEEDING Complete Amputation
Use CoTCCC

Limb
Tourniquet
Indicated?

Recommended Limb
Tourniquet applied
proximal to bleeding
site

* Extrication

-Casualties should be extricated from
burning vehicles or buildings and moved
to relative safety. Do what is necessary
to stop burning process.

YES

Place tourniquets fHigh &

Tightoif bleeding site is not Continue with Fight /
easily identifiable

Mission
Casualty Movement:
- The fastest method is dragging along
the long axis of patient® body by two
rescuers.
Airway management is Move casualty to CCP or -Spinal precautions or stabilization should
generally best deferred until secure area and initiate only be considered after a casualty is
the Tactical Field Care phase Tactical Field Care _ren_woved from the enemy th're%at and
indicated by mechanism of injury.
Indicates All Combatants
and Combat Lifesaver
capability level skill
TACT'CAL FIELD CARE Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
9 capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE

Establish Security Perimeter.
Maintain Situational Awareness.

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Triage as required.

v

Casualties with altered mental status should have:
- Weapons cleared and secured
- Communications secured
- Sensitive missions items redistributed

Triage multiple casualties into

MASSIVE
HEMORRHAGE

Uncontrolled

Massive External NO

CCP or secure area as required

Hemorrhage or
Jraumatic Amputatio
Present?

2" Tourniquet if bleeding not controlled.

Tighten previously applied tourniquet or apply a
CoTCCC-recommended Limb Tourniquet. Apply a

Amenable to Limb
Tourniquet?

YES

NO
Hemorrhage Controlled?

Apply CoTCCC-recommended
Junctional Device

Hemorrhage
Controlled?

Use CoTCCC-recommended
Hemostatic Dressing/Agent

YES )
Amenable to Junctional

Device?

Maintain Pressure with CoTCCC-
recommended Hemostatic Dressing/
Agent and Direct Pressure

Head Wounds
Neck Wounds
Junctional Wounds

Assess minimal bleeding after airway
and breathing management

A

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

I CONTINUE TACTICAL FIELD CARE

I Indicates Combat

10

Paramedic or SOF Medic
capability level skill




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE

ALGORITHM

TACTICAL FIELD CARE CONTINUED

AIRWAY

Assess Airway

Conscious with NO
airway trauma or
problem identified

Obstruction

Unconscious without Airway

4

Impending Airway Obstruction

Airway Obstruction or

Chin Lift / Jaw Thrust Maneuver

y

Insert Nasopharyngeal Airway

Chin Lift / Jaw Thrust Maneuver

Recovery Position

Insert Nasopharyngeal Airway

If able, allow casualty to assume
any position that best protects the
airway, to include sitting up and

leaning forward.

Perform Surgical
Cricothyroidotomy
\ 4

CricKey Technique (preferred) I

Use lidocaine if
casualty is conscious.

OR

I Bougie-assisted surgical technique I

OR

Standard open surgical technique I

Previous Airway

YES

Assess Respiration /

Spinal stabilization is not
necessary for casualties with
penetrating trauma.

Breathing

CONTINUE TACTICAL FIELD CARE I

11

rocedures Successfulg

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE

ALGORITHM

TACTICAL FIELD CARE CONTINUED

RESPIRATION / BREATHING

Assess Respiration /

Breathing

Progressive Respiratory
Distress and Known or
uspected Torso Trauma

Suspect/Consider Tension
Pneumothorax

Y

Needle Decompress Chest at Primary
or Alternate Site on injured side.
Repeat as necessary.

Open/Sucking

NO

Chest Wound?

Apply Vented Chest Seal to all open/
sucking chest wounds

Vented chest seals are
preferred over non-vented.

[,

I

Initiate Pulse Oximetry

Monitoring if available

v

MONITOR FOR TENSION
PNEUMOTHORAX

Tension Pneumothorax

Burp or remove chest seal if applied.
Repeat as necessary.

Suspected?

Hypotension

TENSION PNEUMOTHORAX INDICATORS:
Increasing Hypoxia
Respiratory Distress

Needle Decompress Chest at
Primary or Alternate Site if indicated.

Repeat as necessary.

Decompression Needle

catheter unit

Primary Site:
2" Intercostal Space/

Midclavicular line

Alternate Site:

Anterior Axillary Line

14-gauge, 3.25 inch needle/

4™ or 5™ Intercostal Space /

If moderate or severe TBI is suspected, provide
> supplemental O2 if available to maintain
Sp02>90%

I CONTINUE TACTICAL FIELD CARE I

12

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TAcCTICAL COMBAT CASUALTY CARE

ALGORITHM

TACTICAL FIELD CARE CONTINUED

In accordance with

CIRCULATION
(BLEEDING)

Y

CoTCCC Guidelines
As Of: 31 JAN 2017

Bleeding Assessment

YES

Apply a Pelvic Binder

Pelvic Binder Indications- Severe blunt trauma or
blast injury with one or more of the following:

-Pelvic pain

-Any major lower limb amputation/near amputation
-Physical exam suggestive of pelvic fracture
-Unconsciousness or Shock

Pelvic Binder indicated?

Tourniquet not needed criteria:
-Minor lacerations w/minimal
bleeding

-Surface Abrasions

-Bleeding controlled by pressure
dressing

Leave tourniquet in place i maximum 2
hours of tourniquet time until
reassessment

v

Before 2 hours, reassess: if not in shock,
able to monitor the wound closely for
bleeding, and no amputation i control

bleeding with hemostatic and/or pressure

dressing. Do not remove if TQ in place
>6 hours.

I

Note time of tourniquet
release on tourniquet and/or
casualty card

I

If needed, control bleeding
with hemostatic and/or
pressure dressing.

—’

Each hemostatic works differently. If one
fails to control bleeding, it may be
removed and a fresh dressing of the same
type or a different type applied (Xstat
cannot be removed in the field)

» Reassess previously applied tourniquets.

v

Reassess previously applied hemostatic
dressings/agents

Loosen tourniguet in <2 hours if
bleeding can be controlled by
other means. Leave tourniquet
loosely on limb for rapid
reapplication if needed. Do not
remove if TQ in place >6 hours.

v

Note time of tourniquet
release on tourniquet and/or
casualty card

xpose wound and
determine if tourniquet is
needed.

NO

Leave previous tourniquet in place

I

Place second tourniquet 2-3 inches
above wound on skin.

I

Loosen first tourniquet once second
tourniquet is effectively placed

Control bleeding with
hemostatic and/or pressure
dressing.

Bleeding Controlled?

Move original tourniquet to position next
to second tourniquet directly on skin and
tighten both until bleeding stopped and
distal pulse not palpated

I

Note time of tourniquet
reapplication on tourniguet
and/or casualty card

I

Monitor wound closely
for bleeding

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

CONTINUE TACTICAL FIELD CARE Indicates Combat

Paramedic or SOF Medic
capability level skill

13




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

In accordance with
CoTCCC Guidelines

As Of:

31 JAN 2017

IV/10 Indications:

-In hemorrhagic shock or at
significant risk of shock
-Casualty needs IV/IO
medications

CIRCULATION
(INTRAVENOUS ACCESS)

NO

IV access indicated?

Initiate 18G IV or Saline Lock

A
If IV is not obtainable, use 10 route

CIRCULATION
(TRANEXAMIC ACID)

Administer 1 gm of Tranexamic Acid (TXA) in

100 ml of NS or LR IV over 10min

Administer as soon as possible after injury
Do NOT administer >3hours after injury

TXA Criteria:

YES
TXA Needed?

|Do NOT administer 3 hours or more after injury

NO

-Presents with Hemorrhagic Shock
-One or more major amputations
-Penetrating torso trauma
-Evidence of severe bleeding

After initial fluid resuscitation, administer —
second dose of Tranexamic Acid (TXA) 1 gm

in 100 ml of NS or LR IV over 10 min

Reassess frequently for presence of shock

I CONTINUE TACTICAL FIELD CARE I

14

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Shock Criteria:
-Altered Mental Status (in absence of TBI)
-Weak/Absent Radial Pulse

CIRCULATION
(SHOCK / FLUID RESUSCITATION)

Y

Assess for Shock

Hemorrhagic shock NO

present?

Fluid Resuscitation
(in preferred order/combinations)

Whole Blood Transfusion

Blood Products
Available?

OR, if not available

Plasma, RBCs, Platelets
1:1:1

OR, If not available

Plasma and RBCs 1:1

OR, If not available

Plasma (reconstituted,
liquid, or thawed) or
RBCs

Re-assess after each
unit or 500 cc bolus

[ >

Fluid resuscitation and hypothermia
prevention should be executed
simultaneously if possible

If shock recurs, check all
hemorrhage management

v

If not in shock, NO IV fluids are
immediately necessary

v

PO fluids permissible if casualty is
conscious and can swallow

Hextend 500 ml bolus
OR, if not available

Lactated Ringers 500 ml
OR Plasma-Lyte A
500 ml bolus

» |

administered

|

Continue fluid resuscitation until:
Palpable radial pulse OR
Improved mental status OR
Systolic BP of 80-90 mmHg

I

If altered mental status due to suspected
TBI and has weak/absent radial pulse,
then resuscitate to restore normal radial
pulse or Systolic BP >90mmHg

i

After initial fluid resuscitation, administer
second dose of Tranexamic Acid (TXA) 1 gm
in 100 ml of NS or LR IV over 10 min
Do NOT administer 3 hours or more after injury

I

Indicates All Combatants
and Combat Lifesaver

interventions for effectiveness.

Reassess frequently for presence of shock

Repeat fluid resuscitation.

capability level skill

Indicates Combat Medic
capability level skill

I CONTINUE TACTICAL FIELD CARE
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TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

HYPOTHERMIA

PREVENTION
In accordance with v
CoTCCC Guidelines Minimize casualty environmental exposure / promote heat retention

As Of: 31 JAN 2017

Keep Personal Protection Equipment (PPE) on if feasible and warranted

Hypothermia prevention and fluid
resuscitation should be executed
Use CoTCCC recommended hypothermia prevention equipment if available simultaneously if possible

Replace wet clothes if possible

Use dry blankets, poncho liner or sleeping bag. Keep casualty dry.

Warm |V fluids are preferred if possible

PENETRATING EYE
TRAUMA

Perform rapid field test of visual
acuity and document
A 4
Cover eye with Rigid Eye Shield
(DO NOT use pressure patch) NO
2

Ensure administration of
Moxfloxacin 400 mg from Combat
Wound Medication Pack

Penetrating Eye Trauma
noted or suspected?

Patient monitoring should be
Patient Monitoring initiated as early as possible

v

Pulse oximetry should be utilized as a minimum adjunct to clinical
monitoring as stated in Breathing/Respiration section.

v

Advanced non-invasive electronic monitoring and recording of vital
signs should be initiated if possible and available.

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic

I CONTINUE TACTICAL FIELD CARE I capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill
16 el




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

PAIN MANAGEMENT / ANALGESIA

Mild to Moderate Pain
(Casualty still able to fight)

Administer Combat Wound Medication Pack
Tylenol 650 mg bilayer caplet, 2 PO g8h
Meloxicam 15 mg PO qd

Assess Pain

YES

|

Administer Ketamine
20 mg slow IV or IO
Repeat g20 min PRN

I

OR Administer Ketamine
50 mg IM or IN
Repeat g30 min PRN
A 4
END POINT:

Control of pain or Nystagmus development

Monitor Airway-Breathing-Circulation

Moderate to Severe Pain

v

Disarm casualty

v

Document Mental Status

Is casualty in Shock or

ignificant risk of developi
either?

(OTFC) 800 ug

|

Add a second OTFC 800 u
in 15 min if needed

Respiratory Distress or at

Casualties with
moderate to
severe pain are
likely not able to
fight.

n

Administer Oral Transmucosal Fentanyl Citrate

g

Ensure Nalaxone (Narcan)

closely. Be prepared to provide <
ventilatory assistance.

v

Consider Ondansetron 4 mg ODT/IV/IO/
IM g8h
PRN for nausea/vomiting

available if administering
opioid analgesics.
Administer 0.47 2 mg g 2-3

Reassess all pain management actions and

casualty reactions

min PRN

ANTIBIOTICS

Moxifloxacin 400 mg PO qd
(CWMP)

YES NO

Early administration of
antiobiotics is

Ertapenem 1 gm IV/IM qd

Indicates All Combatants
and Combat Lifesaver
capability level skill

recommended for ALL
open combat wounds

CONTINUE TACTICAL FIELD CARE
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Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

INSPECT & DRESS KNOWN WOUNDS

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017 v

CHECK FOR ADDITIONAL WOUNDS

Dress wounds to ensure hemorrhage control
and wound protection

BURNS

NO
Burns?

Aggressively monitor airway status and
02 saturations

\ 4

acial / Neck
Burns?

Consider early surgical airway for respiratory
distress or O2 desaturation

Estimate TBSA to nearest 10% using
Rule of Nines

All TCCC interventions may be performed
on/through burned skin.

Cover burned areas with dry sterile

Consider placing casualty in hypothermia dressing

management equipment to cover/protect
wounds and prevent hypothermia

Hemorrhagic shock fluid management
takes precedence over burn fluid
resuscitation

Initiate Fluid Resuscitation using USAISR Rule YES

of 10 using LR, NS or Hextend 4

v
AISR Rule of 10 Fluid Calculation: NO
%TBSA X 10 ml/hour for adults 40-80 kg
(for every 10 kg above 80 kg, increase rate by
100 ml/hour

Burns >20%?

Do not exceed 1000 ml of
Hextend for burn resuscitation,
but can be followed by LR or NS.

SPLINT FRACTURES Indicates All Combatants

and Combat Lifesaver
capability level skill

Splint Fractures and re-check pulses

Indicates Combat Medic
capability level skill

I CONTINUE TACTICAL FIELD CARE I Indicates Combat

Paramedic or SOF Medic
capability level skill
18 el




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL FIELD CARE CONTINUED

COMMUNICATION

Communicate with casualty, tactical leadership, and
medical providers in evacuation chain

Communicate with
Casualty

Encourage, reassure, explain
care if possible

Communicate with
Tactical Leadership

Provide casualty status and
evacuation requirements to
assist in evac coordination

Communicate with evacuation
system (PECC) to arrange
TACEVAC

Communicate with
Evacuation Chain

Communicate with medical
providers on evac asset if
possible.

Relay mechanism of injury,
injuries sustained, signs/
symptoms, and treatments
rendered.

Battlefield blast or penetrating trauma
casualties with NO pulse, NO ventilations,
and NO other signs of life should not be

resuscitated.

Cardiopulmonary Resuscitation
(CPR)
Considerations

A

v

However, casualties with torso or
polytrauma with no pulse or respirations
should have bilateral needle
decompression performed to confirm/
deny tension pneumothorax prior to

discontinuing care.

TACTICAL COMBAT CASUALTY CARE (TCCC] BATILEROSTER #:

'BATILE ROSTER #: EVAC: [ Urgent. [ Priority (- Routine

EVAC: [ Urgent [ Priorty [ Routine T r———— Type

(NAME v e, wasTa: C:TQ- (jExtremity (- Junctional (1 Truncal
cenoer: - F DaTe commr: Te: Inesiog L1 iemcslafio [ Presmwee (100
emace —r e | A: Cintact FINPA FICRIC ET-Tube 75GA
07 P B: (702 (INeedie-D [ Chest-Tube [ Chest-Seal
) Arilery [ Blunt (] Bun (] Fall (7 Grenade (1 GSW [ IED|C: N1 Voo | Rowis. |
[ Landmine [ MVC Other:

i

DOCUMENTATION

Document clinical assessments, treatments rendered,
and changes on DD1380 TCCC Card and forward with
casualty to next level of care.

I CONTINUE TACTICAL FIELD CARE I
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Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TACTICAL COMBAT CASUALTY CARE

ALGORITHM

TACTICAL FIELD CARE CONTINUED

PREPARE FOR EVACUATION

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Complete & Secure TCCC
casualty card to each casualty

:

Package Casualty for
Evacuation

Y

Secure all loose ends of bandages and wraps

v

Secure hypothermia prevention wraps/blankets/

straps

Y

Secure litter straps as required

v

Consider additional padding for long evacuations

Stage Casualties for
Evacuation

Y

Provide instructions to ambulatory patients as
requried

y

Stage casualties for evacuation IAW unit SOP

y

Maintain security at evac point IAW unit SOP

Transition of Care / Casualty Handover:
-ldentify receiving care provider on evac platform
-Establish direct contact with receiving provider
(Radio Comms/Eye Contact/Hand Contact)
-Provide a SIT Status on each casualty beginning
with most serious

Stable or Unstable

Injuries (Life threats & MOI)

Treatments (Drugs & Interventions)
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Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TAcCTICAL EVACUATION CARE
(TACEVAC)

TRANSITION OF CARE

Tactical Force

Establish evacuation point security and stage casualties
for evacuation

Communicate patient information and status to
TACEVAC personnel as clearly as possible.

Refer to appropriate manuals for
specifics and procedures for
Helicopter Landing Zones (HLZ),
Ambulance Exchange Point (AXP),
Maritime Evacuation Point (MEP) or
as dictated by unit mission.

A 4
TACEVAC Personnel

I

Triage and stage casualties on evacuation platform
as required

Secure Casualties in Evacuation Platform IAW unit
policies, configuration and safety requirements

Re-Assess casualties and re-evaluate all injuries and
previous interventions

I CONTINUE TACTICAL EVACUATION CARE I
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Minimum information communicated:
-Stable or unstable

-Injuries identified

-Treatments rendered

Method of SIT Report:
-Identify receiving care provider on evac

platform
-Establish direct contact with receiving
provider
(Radio Comms/Eye Contact/Hand Contact*)
-Provide a SIT Status on each casualty
beginning with most serious

Stable or Unstable

Injuries (Life threats & MOI)

Treatments (Drugs & Interventions)

*if verbal communication is difficult, point to
each injury and treatment and confirm
acknowledgement.

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TAcCTICAL EVACUATION CARE
(TACEVAC)

Re-Assess casualties and re-evaluate all injuries and
previous interventions

v

Triage multiple casualties onto
evacuation platform as required

Casualties with altered mental status should should have
weapons and radios taken away

v

MASSIVE
HEMORRHAGE

Uncontrolled

Massive External NO

Hemorrhage or
raumatic Amputatio
Present?

Tighten previously applied tourniquet or apply a
CoTCCC-recommended Limb Tourniquet. Apply a

Amenable to Limb
Tourniquet?

2n Tourniquet if bleeding not controlled.

YES NO

Hemorrhage Controlled?

Apply CoTCCC-recommended
Junctional Device

YES

Hemorrhage
Controlled?

Use CoTCCC-recommended
Hemostatic Dressing/Agent

YES

Amenable to Junctional
Device?

Maintain Pressure with CoTCCC-
recommended Hemostatic Dressing/
Agent and Direct Pressure

Head Wounds
Neck Wounds
Junctional Wounds

Assess minimal bleeding after airway
and breathing management

A4

CONTINUE TACTICAL EVACUATION CARE
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Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

TACTICAL COMBAT CASUALTY CARE

ALGORITHM

AIRWAY

Assess Airway

Conscious with NO
airway trauma or
problem identified

Y

Unconscious without Airway
Obstruction

Airway Obstruction or
Impending Airway Obstruction

4

y

Chin Lift / Jaw Thrust Maneuver

Chin Lift / Jaw Thrust Maneuver

Insert Nasopharyngeal Airway

Insert Nasopharyngeal Airway

Recovery Position

If able, allow casualty to assume
any position that best protects the

Supraglottic Airway

OR

Endotracheal Intubation

OR

Perform Surgical
Cricothyroidotomy
4

airway, to include sitting up and
leaning forward.

Use lidocaine if
casualty is conscious.

CricKey Technique (preferred)

OR

I Bougie-assisted surgical technique or I

OR

Standard open surgical technique

Assess Respiration /

penetrating trauma.

Spinal stabilization is not
necessary for casualties with

NO

Previous Airway
rocedures Successful

YES

Breathing
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capability level skill

Indicates Combat Medic
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capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL EVACUATION CARE
(TACEVAC)

RESPIRATION /
BREATHING

In accordance with
CoTCCC Guidelines ¢

As Of: 31 JAN 2017 .
Assess Respiration /

Breathing

NO

Progressive Respiratory
Distress and Known or
uspected Torso Trauma

Open/Sucking
Chest Wound?

Suspect/Consider Tension
Pneumothorax Apply Vented Chest Seal to all open/
v sucking chest wounds

Needle Decompress Chest at Primary
or Alternate Site on injured side.
Repeat as necessary.

Vented chest seals are
preferred over non-vented.

I

Initiate Pulse Oximetry

» Monitoring if not previously <
done
v
MONITOR FOR TENSION
PNEUMOTHORAX

TENSION PNEUMOTHORAX INDICATORS:
Increasing Hypoxia
Respiratory Distress

Tension Pneumothorax
Suspected?

Burp or remove chest seal if applied.
Repeat as necessary.

Hypotension
Needle Decompress Chest at
Primary or Alternate Site if indicated.
Repeat as necessary. Administer Oxygen when possible as indicated:
-Low oxygen saturation by pulsoximetry
-Injuries associated with impaired oxygenation
» _Unconscious casualty
-Casualty in shock
-Casualty at altitude
-Known or suspected smoke inhalation
Decompression Needle #
14-gauge, 3.25 inch needle/
catheter unit If moderate or severe TBI is suspected, Indicates All Combatants
provide supplemental O2 if available to and Combat Lifesaver
Primary Site: maintain SpO2>90% capability level skill
2" Intercostal Space/ v
Midclavicular line . .
Consider chest tube insertion if no Indicates Combat Medic
Alternate Site: improvement and/or long transport anticipated capability level skill
4™ or 5™ Intercostal Space / -
Anterior Axillary Line I CONTINUE TACTICAL EVACUATION CARE I Indicates Combat
Paramedic or SOF Medic

capability level skill

24




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL EVACUATION CARE
(TACEVAC)

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Apply a Pelvic Binder

CIRCULATION
(BLEEDING)

v

Bleeding Assessment

YES
Pelvic Binder indicated?

Each hemostatic works differently. If one
fails to control bleeding, it may be
removed and a fresh dressing of the same
type or a different type applied (Xstat
cannot be removed in the field)

Tourniquet not needed criteria:

-Minor lacerations w/minimal
bleeding
-Surface Abrasions

-Bleeding controlled by pressure

dressing

Leave tourniquet in place i maximum 2
hours of tourniquet time until
reassessment

v

Before 2 hours, reassess: if not in shock,
able to monitor the wound closely for
bleeding, and no amputation i control

bleeding with hemostatic and/or pressure

dressing. Do not remove if TQ in place
>6 hours.

v

Note time of tourniquet
release on tourniquet and/or
casualty card

If needed, control bleeding
with hemostatic and/or
pressure dressing.

—’

» Reassess previously applied tourniquets.

v

Reassess previously applied hemostatic
dressings/agents

xpose wound an NO

Pelvic Binder Indications- Severe blunt trauma or
blast injury with one or more of the following:

-Pelvic pain

-Any major lower limb amputation/near amputation
-Physical exam suggestive of pelvic fracture
-Unconsciousness or Shock

Loosen tourniquet in <2 hours if
bleeding can be controlled by
.| other means. Leave tourniquet

determine if tourniquet is
needed.

Leave previous tourniquet in place

I

Place second tourniquet 2-3 inches
above wound on skin.

I

Loosen first tourniquet once second
tourniquet is effectively placed

YES
Bleeding Controlled?

Move original tourniguet to position next
to second tourniquet directly on skin and
tighten both until bleeding stopped and
distal pulse not palpated

I

Note time of tourniquet
reapplication on tourniquet
and/or casualty card

I

Monitor wounds

loosely on limb for rapid
reapplication if needed. Do not
remove if TQ in place >6 hours.

y

Note time of tourniquet
release on tourniquet and/or
casualty card

I

Control bleeding with
hemostatic and/or pressure
dressing.

Indicates All Combatants
and Combat Lifesaver
capability level skill

closely for bleeding

I CONTINUE TACTICAL EVACUATION CARE I
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In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

IV/IO Indications:

-In hemorrhagic shock or at
significant risk of shock
-Casualty needs IV/IO
medications

TACTICAL COMBAT CASUALTY CARE
ALGORITHM

CIRCULATION
(INTRAVENOUS ACCESS)

NO

IV access indicated?

Initiate 18G IV or Saline Lock

A
If IV is not obtainable, use 10 route

CIRCULATION
(TRANEXAMIC ACID)

100 ml of NS or LR IV over 10min

Administer 1 gm of Tranexamic Acid (TXA) in

Administer as soon as possible after injury
Do NOT administer >3hours after injury

YES
TXA Needed?

NO

After initial fluid resuscitation, administer
second dose of Tranexamic Acid (TXA) 1 gm
in 100 ml of NS or LR IV over 10 min
|D_0NOT administer 3 hours or more after injury

-

Reassess frequently for presence of shock

TXA Criteria:

-Presents with Hemorrhagic Shock
-One or more major amputations

-Penetrating torso trauma
-Evidence of severe bleeding
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Indicates All Combatants
and Combat Lifesaver
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TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TACTICAL EVACUATION CARE
(TACEVAC)

CIRCULATION
(SHOCK / FLUID RESUSCITATION)

In accordance with
CoTCCC Guidelines ¢

As Of: 31 JAN 2017
Assess for Shock

Shock Criteria: Hemorrhagic shock NO

-Altered Mental Status (in absence of TBI)

2
-Weak/Absent Radial Pulse DG

Fluid Resuscitation
(in preferred order/combinations)

Blood Products

Whole Blood Transfusion Available?

OR, if not available
Plasma, RBCs, Platelets
1:1:1
OR, if not availagle

Plasma and RBCs 1:1

Oﬁ, if not available

Plasma (reconstituted,
liquid, or thawed) or
RBCs

‘ Re-assess after each

v

If not in shock, NO IV fluids are

immediately necessary

v

PO fluids permissible if casualty is
conscious and can swallow

Hextend 500cc bolus

OR, if not available

Lactated Ringers 500cc
OR Plasma-Lyte A
500cc bolus

» unitor 500 cc bolus =
administered

v

Continue fluid resuscitation until:
Palpable radial pulse OR
Improved mental status OR
Systolic BP of 80-90 mmHg

Fluid resuscitation and hypothermia
prevention should be executed
simultaneously if possible

If altered mental status due to suspected
TBI and has weak/absent peripheral
pulse, then resuscitate to restore normal
radial pulse or Systolic BP >90mmHg

After initial fluid resuscitation, administer
second dose of Tranexamic Acid (TXA) 1 gram
in 100 cc of NS or LR IV over 10 min
Do NOT administer 3 hours or more after injury

If shock recurs, check all i

hemorrhage management

. . ) Reassess frequently for presence of shock
interventions for effectiveness.

Repeat fluid resuscitation. ‘

I CONTINUE TACTICAL EVACUATION CARE
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TAcCTICAL COMBAT CASUALTY CARE

ALGORITHM

TAcCTICAL EVACUATION CARE
(TACEVAC)

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

-Administer 250 ml of 3% or 5% hypertonic
saline bolus

-Elevate the casualty® head 30 degrees
-Hyperventilate the casualty at 20 breaths/min
with highest O2 concentration available

Initiate capnography if available to maintain
end-tidal CO2 between 30-35mmHg

- DO NOT hyperventilate the casualty
unless signs of impending herniation
are present.

- Casualties may be hyperventilated
with O2 using the BVM.

TRAUMATIC BRAIN INJURY (TBI)

Assess for traumatic brain
injury (TBI)

NO

oderate/Severe TB

TBI Indicators:

-Obvious mechanism of injury
-Loss of consciousness >30 min
-Confused of disoriented state
-Moderate TBIT GCS 9-13
-Severe TBIi GCS 3-8

suspected?

Monitored for:

-Decreased level of consciousness

-Pupillary dilation

-SBP should be >90 mmHg

-02 sat>90

-Hypothermia

-PCO2 maintained between 35-40 mmHg
-Penetrating head trauma (administer antibiotics)
-Assume a spinal (neck) injury until cleared

mpending herniation
suspected?

NO

-Assymetric Pupils / Unilateral

-Fixed Dilated Pupil
-Extensor Posturing

HERNIATION INDICATORS:

pupillary dilation accompanied by
decreased level of consciousness.

Widening Pulse Pressure

CONTINUE TACTICAL EVACUATION CARE

28

Indicates All Combatants
and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

HYPOTHERMIA

In accordance with PREVENTION
CoTCCC Guidelines Y
As Of: 31 JAN 2017 Minimize casualty environmental exposure / promote heat retention

Keep Personal Protection Equipment (PPE) on if feasible and warranted

Hypothermia prevention and fluid
resuscitation should be executed
Use CoTCCC recommended hypothermia prevention equipment if available simultaneously if possible

Replace wet clothes if possible

Use dry blankets, poncho liner or sleeping bag. Keep casualty dry.

Use portable fluid warmer to warm all 1V fluids including blood.

I Protect the casualty from wind if doors/windows must be kept open. I

PENETRATING EYE
TRAUMA

Perform rapid field test of visual
acuity and document
4
Cover eye with Rigid Eye Shield
(DO NOT use pressure patch) NO
2

Penetrating Eye Trauma
noted or suspected?

Ensure administration of
Moxfloxacin 400 mg from Combat
Wound Medication Pack

Patient monitoring should be
Patient Monitoring initiated as early as possible

v

Pulse oximetry should be utilized as a minimum adjunct to clinical
monitoring as stated in Breathing/Respiration section.

v

Advanced non-invasive electronic monitoring and recording of vital Indicates All Combatants
signs should be initiated if possible and available. and Combat Lifesaver
capability level skill

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
29 capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

PAIN MANAGEMENT / ANALGESIA

In accordance with
CoTCCC Guidelines
As Of: 31 JAN 2017

Mild to Moderate Pain

(Casualty still able to fight) Assess Pain Moderate to Severe Pain

v

‘ Disarm casualty ‘

Administer Combat Wound Medications Pack +
Tylenol 650 mg bilayer caplet, 2 PO q8h
Meloxicam 15 mg PO qd ‘ Document Mental Status ‘

YES

Is casualty in Shock or
Respiratory Distress or at
ignificant risk of developin
either?

Administer Ketamine | OR | Administer Ketamine
20 mg slow IV or IO 50 mg IM or IN
Repeat g20 min PRN Repeat g30 min PRN

Administer Oral Transmucosal Fentanyl Citrate
(OTFC) 800 ug

END POINT: v
| of pai N | t
Control of pain or Nystagmus developmen Add a second OTFC 800 ug

in 15 min if needed

Monitor Airway-Breathing-Circulation Ensure Nalaxone (Narcan)
closely. Be prepared to provide available if administering
ventilatory assistance. opioid analgesics.
‘ Administer 9.4 i 2mgq2-3
min PRN

Consider Ondansetron 4 mg ODT/IV/IO/
IM g8h
PRN for nausea/vomiting

Reassess all pain management actions and
casualty reactions

ANTIBIOTICS

YES NO

Moxifloxacin 400 mg PO qd

E 1 1V/IM
(CWMP) rtapenem 1 gm IV/IM qd

Indicates All Combatants
and Combat Lifesaver
capability level skill

Early administration of
antiobiotics is
recommended for ALL
open combat wounds Indicates Combat Medic

capability level skill

Indicates Combat
Paramedic or SOF Medic
capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

INSPECT & DRESS KNOWN WOUNDS

In accordance with
CoTCCC Guidelines CHECK FOR ADDITIONAL WOUNDS
As Of: 31 JAN 2017 T

Dress wounds to ensure hemorrhage control
and wound protection

BURNS

NO
Burns?

Aggressively monitor airway status and
02 saturations

\ 4

Consider early surgical airway for respiratory
distress or O2 desaturation

Estimate TBSA to nearest 10% using
Rule of Nines

All TCCC interventions may be performed
on/through burned skin.

Cover burned areas with dry sterile

Consider placing casualty in hypothermia s

management equipment to cover/protect
wounds and prevent hypothermia

Hemorrhagic shock fluid management
takes precedence over burn fluid
resuscitation

Initiate Fluid Resuscitation using USAISR Rule YES

of 10 using LR, NS or Hextend 4

4
USAISR Rule of 10 Fluid Calculation: NO
%TBSA X 10 ml/hour for adults 40-80 kg

(for every 10 kg above 80 kg, increase rate by
100 ml/hour

Burns >20%?

Do not exceed 1000 ml of
Hextend for burn resuscitation,
but can be followed by LR or NS.

Extra emphasis should be placed
on hypothermia prevention and IV Indicates All Combatants
warming for burn patients. SPLII el xes and Combat Lifesaver

capability level skill

Splint Fractures and re-check pulses

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
31 capability level skill




TACTICAL COMBAT CASUALTY CARE
ALGORITHM

TAcCTICAL EVACUATION CARE
(TACEVAC)

COMMUNICATION

In accordance with

CoTCCC Guidelines

As Of: 31 JAN 2017 Communicate with casualty and medical providers
in evacuation chain

Communicate with Communicate with
Casualty Receiving Medical Facility
Encourage, reassure, explain Communicate with medical
care if possible providers on evac asset if
possible.

Relay mechanism of injury,
injuries sustained, signs/
symptoms, and treatments
rendered.

CPR may be attempted in TACEVAC if
casualty does not have obviously fatal
wounds and quickly arriving at a surgical
capability. CPR should not be attempted
if compromising the mission or denying
lifesaving treatment to other casualties.

i

Casualties with torso or polytrauma with
no pulse or respirations should have
bilateral needle decompression performed
- . | TACTICAL COMBAT CASUALTY CARE (TCCC) CARD | BATTLE ROSTER #:

to confirm/deny tension pneumothorax B T — .yl PR R

. . . . EVAC: [ Urgent [ Pricrity [ Routine | Treatments: ix a1 mat aosey. anc i n e smmt)

[ NAME (. s LAST&: |C: TQ- CiExtremity (- Junctional [ Truncal
prior to discontinuing care. o T ot o e
" e e ™ |ns Cimtact NPA R CETTube 175GA
e e o: 02 (IMeedied [ chest Tube [ Chestses

" Atlery [ Blunt ) Bum (1 Fall () Grenade (1 GSW [ 1D Toime ] Valame
- Landmine [ MVC. (1 RPG 1 Other:
i

Cardiopulmonary Resuscitation
(CPR)
Considerations

A

P
3

DOCUMENTATION

veDs: |

i

OTHER: [ Combat PilPack [ Eye-Shiekd (IR L1L) [Sphnt
- Hypothermia Prevention o=

Document clinical assessments, treatments rendered,
and changes on DD1380 TCCC Card and forward with
casualty to next level of care.

Resw

LL

el
i
H
i

Pain Scate @19 ] LI
5 Form 7386, WAR 2014 TCeC CARD | 0D Fom a0, TECC CARD

Indicates All Combatants
and Combat Lifesaver

NEXT LEVEL CARE capability level skil

Indicates Combat Medic
capability level skill

Indicates Combat
Paramedic or SOF Medic
32 capability level skill




TACTICAL COMBAT CASUALTY CARE (TCCC) CARD

BATTLE ROSTER #:
EVAC: []Urgent [] Priority [] Routine

NAME (Last, First): LAST 4:
GENDER:[ | M [ ] F DATE (DD-MMM-YY): TIME:
SERVICE: UNIT: ALLERGIES:

Mechanism of Injury: (X all that apply)
] Artillery [ Blunt [] Burn [] Fall [] Grenade [] GSW [] IED
] Landmine [] MVC [] RPG [] Other:

TQ:
TQ: RAm TYPS_ il
TYPE: '
TIME:
TIME:
TQ: RLeg TQ: L Leg
TYPE: TYPE:
TIME: TIME:

Signs & Symptoms: (Fill in the blank)

Time

Pulse (Rate & Location)

Blood Pressure / / / /

Respiratory Rate

Pulse Ox % 02 Sat

AVPU

Pain Scale (0-10)

DD Form 1380, JUN 2014 TCCC CARD

33



34



